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A Revisit to 02/26/2020 Complaint investigation

{Complaint Number: 2019019699}, a Complaint

Investigation {Complaint Numbers: 2020002859,

2020005195, and 2020007831), an infection

Control Monitoring Visit, and a Generator

Monitoring were conducted at Spring Haven

Retirement Community on 10/15/2020.

Deficiencies were found to be corrected at the

time of survey.
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